Proceedings of the Royal Society of Medicine heals more quickly and with less discomfort to the patient. Irrigations are unnecessary during the first week and may not be needed at all.
The patient is up for a few minutes in a chair twenty-four hours after the operation and thereafter for longer periods.
In the early days operative mortality was high but this was reduced by employing routine blood transfusions; to-day, with modern anxsthetics, antibiotics and early ambulation, the mortality is about 5 % with an operability rate of 94 %.
One of the greatest exponents of the abdominoperineal operation to-day is Lawrence Abel, who worked with Miles for many years and who has done much to encourage and teach others to perform this operation which still remains, after over fifty years, the basic surgical treatment for carcinoma of the rectum.
Advantages of the Lithotomy-Trendelenburg Position in the Excision
of Carcinoma of the Rectum
London THE lithotomy-Trendelenburg position entails the placing of the patient on the operating table in such a way that both the abdomen and the perineum are exposed at the same time. By using special leg supports a very adequate exposure of both operating fields can be obtained. This position has many advantages: (1) The choice of several operations is available without change in the patient's position. The single surgeon may carry out either an abdominoperineal or perineo-abdominal type of excision according to his inclination. Between a quarter and a third of the cases seen may be suitable for some form of restorative resection-either an abdomino-anal or anterior resection. If you believe in the principle of thorough rectal toilet to avoid implantation of intraluminal cancer cells-and there can be no doubt about its importance-then this position is ideal. Briefly, cleansing consists of irrigation through the anus of the portion of rectum to be retained after an exclusion clamp has been placed across the rectum at a minimum distance of 5 cm. below the lower margin of the tumour. The solution is 1: 500 perchloride of mercury. The proximal colon is also very carefully swabbed out with the same solution and suture-line recurrences have been xirtually eliminated by this method.
(2) In restorative operations either upon the rectum or colon a second assistant placed between the extended legs is of great help.
(3) Where the bladder may be incompletely emptied by preliminary decompression, complete emptying can be readily obtained with virtually no disturbance to the general towel arrangement.
(4) Any further examination such as cystoscopy, ureteric catheterization or a sigmoidoscopy per rectum when searching for colon polyps may be accomplished during a laparotomy with the minimum of disturbance.
Regarding the advantages of the synchronous method of combined excision-sometimes referred to as the two-team operation-there can be no doubt that it has influenced the resectability rate. At St. Mark's Hospital the resectability rate has increased from 600% to over 900% since 1938 and from information I have obtained from hospitals elsewhere in the country where this method is used the resectability rate has in many instances been doubled. In the lithotomy-Trendelenburg position not only is the time of operation reduced but the opportunity is increased of removing large, bulky tumours, the so-called frozen pelvis-frozen as often as not by inflammatory tissue.
There are many cases in which removal of the rectum can only be accomplished by a dual approach and the end results of operations of such magnitude are often very gratifying and are certainly worth while. In 14-6% of our cases at St. Mark's Hospital other adherent organs have been removed with the rectum, such as loops of ileum, the uterus and adnexa, the vesicles and portions of the prostate and bladder. Again the lithotomy-Trendelenburg position saved considerable time when these additional structures required removal. In these advanced cases the crude five-year survival rate is 25 %-a low figure-but it does indicate that these extended operations have been worth while.
The figure of 14.6% does not include cases where the posterior vaginal wall has been removed. This has for some years been a routine procedure for any tumour in the lower half of the rectum whether clinically adherent to the vagina or not-with the result that a vaginal recurrence is now a rarity. Where even more extensive excisions such as pelvic exenteration are necessary most surgeons agree that the synchronous operation using the lithotomy-Trendelenburg position is the method of choice.
There are other useful features in the synchronous operation which should be mentionedsuch as the dual control of hlmostasis. Ligaat SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Supplement 41 tures may be passed up or down the empty pelvis and tied by the surgeon most conveniently placed. The pelvic peritoneal floor closure over an empty pelvis facilitates this part of the operation and allows a wider removal of peritoneum and subperitoneal tissues.
Finally, the synchronous operation is ideally suited for the training of the young surgeon in rectal dissection. While one surgeon supervises his assistant in the perineal dissection, the other surgeon supervises his assistant or completes the abdominal operation himself. In this way there is the minimum loss of time and the safety of the patient is not impaired.
The synchronous operation has now a wellestablished position in the surgery of rectal cancer and is becoming increasingly the method of choice. In the average case there can be no difference between the results of the three established methods of rectal excision. However, in the advanced cases, where the growth is bulky and adherent to the pelvis or other organs, the synchronous combined operation may often be the only method by which excision is possible and some good results can be obtained.
Anterior Resection By C. NAUNTON MORGAN, M.S., F.R.C.S.1 London ANTERIOR resection has now become an established procedure for the radical treatment of carcinoma of the rectum and rectosigmoid in selected cases. The important work of Ernest Miles (1908) on lymphatic spread and the morbidity, operative mortality and recurrence rate of certain conservative procedures in the past has restrained most surgeons from using such methods. Reassessment of the mode of spread of rectal carcinoma, the advent of bacteriostatic and bactericidal drugs, advances in surgery as a whole, and in anisthesia, have changed the scene. During the past twenty-five years the Davids of restorative surgery have prepared themselves to meet the Goliaths of combined excision, to decide whether all rectal growths should be subjected to the most radical operation possiblecombined excision with a colostomy-or not.
LYMPHATIC SPREAD Downward spread.-The work of Westhues (1930, 1933) and Dukes (1939, 1940) Since 1948 the use of 1: 500 mercury perchloride has been an important factor in diminishing this risk. In 148 anterior resections local recurrence took place in two cases, one as the result of a faulty exclusion clamp which slipped and the other probably due to an error in selection.
CRITERIA FOR RESTORATIVE OPERATIONS
The following criteria are necessary before a restorative operation for carcinoma of the rectum is contemplated:
(1) Type of operation.-The operation must have a low mortality and morbidity rate and allow normal defxcation in all cases. The upward lymphatic field removed should be the same as that procured by combined excision, and the rectum with its mesorectum excised en bloc for a minimum distance of 5 cm. below the lower border of the growth.
Anterior resection can fulfil these requirements and is the operation of choice.
